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Chapter Ins 18

HEALTH BENEFIT PLAN GRIEVANCES AND INDEPENDENT REVIEW ORGANIZATIONS
CERTIFICATION AND REVIEW PROCEDURES

Subchapterl — D.ef.irjitions Ins 18.06 Reporting requirements.
Ins 18.01 Definitions. Subchapter Ill — Independent Review Pocedures
Subchapter Il — Grievance Pocedures Ins 18.10 Definitions.
Ins 18.02 Definitions. Ins 18.1 Independent review
Ins 18.03 Grievances. Ins 18.12 Independent review ganization procedures.
Ins 18.04 Right of the commissioner to request OCI complaints be handled &ss 18.14 Approval of independent reviewganizations.
grievances. Ins 18.16 Independent review ganization reporting requirements.
Ins 18.05 Expedited grievance procedure. Ins 18.18 Independent review ganization fees.
Subchapter| — Definitions Ins 18.03 Grievances. (1) DEFINITION AND EXPLANATION
OF THE GRIEVANCE PROCEDURE. () Each insurer fering a health

Ins 18.01 Definitions. In this chapter: benefitplan shall incorporate within its policies, certificates and

(1) “Commissioner’'means the “commissioner of insurance©utlinesof coverage the definition of a grievance as stated in s. Ins
of this state or the commissioredesignee. 18.01(4).

(2) “Complaint” means any expression of dissatisfaction (P) An insurer ofering a health benefit plan shall develop an
expressedo the insureby the insured, or an insurediuthorized Internalgrievance and expedited grievance procedure that shall be
representativeabout an insurer or its providers with whom thélescribedn each policyand certificate issued to insureds at the

insurerhas a direct or indirect contract. time of enroliment or issuance. _
(3) “Expeditedgrievance” meana grievance where any of (€) In accordancwith s. 632.83 (2) (a), Stats., an insurer that
the following applies: offersa health benefit plan shall investigate each grievance.

(a) The duration of the standard resolution process will result (2) NOTIFICATION OF RIGHT TO APPEAL DETERMINATIONS. (&) In
in serious jeopardy to the life or health of the insurette ability additionto the requirements under sub. (1), each time an insurer
of the insured to regain maximum function. offering a health benefit plan denies a clainmbenefit or initiates

(b) In the opinion of a physician with knowledge of thed|senrol!men1proceed|ngs;he he_alth be_neflt plan shall notify the
insured’smedical condition, the insured is subject to severe pagifectedinsured of the right to file a grievance. For purposes of

thatcannot beadequately managed without the care or treatmeffS Subchapterdenial or refusal of an insuredrequest of the
thatis the subject of the grievance. insurer for a referral shall beonsidered a denial of a claim or

(c) A physician with knowledge of the insursahedical con benefi.

dition determineghat the grievance shall be treated as an-expe (b) When notifying theinsured of their right to grieve the
dited grievance. enial, determination, oinitiation of disenrollment, an insurer

(4) “Grievance”means any dissatisfactignith the provision offering a health benefit plan shall either direct the insured to the

. : : ; g policy or certificate section that delineates the procedure for filing
of services or claims practices of an insuréerefg a health bere 7 0 2o or shall describe, in detail, the grievance procedure to

f't plan or agr_nlnls@r_atlon o;‘]a _health benefltbplr?r}fbyfthe '-nsure:jﬂ?ﬁ%insured. The notification shall also state the specific reason for
is expressed in writing to the insurey byon behalf of, an insure “thedenial, determination or initiation of disenrollment.

(5) “Independentreview oganizations” means anganiza- (c) 1. Aninsurer dering a health benefit plan that is a man

tion certified under s. 632.835 (4), Stats. agedcare plan as defined in s. 609.01 (1b), Stats., other thi@n a

_(6) “Independenteview” means a review conducted by & Ceferreqprovider plan as defined in s. 609.01 (4), Stats., shall do all
tified independent review ganization. of the following:

(7) “Insured” has the meaning provided in s. 600.03 (23), 5 |nclude in each contract between it and its providers, pro
Stats. . . ) . vider networks, and withirach agreement governing the admin

(8) "OCI complaint” means any complaint receivedthe jstration of provider services, a provision that requires the con
office of the commissioner of insurance, loy on behalf of, an tractingentity to promptly respond twomplaints and grievances
insuredof an insurer déring coverage under a health benelin  filed with the insurer to facilitate resolution.

(9) "Office” means the “dice of the commissioner of insur b. Requirecontracted entities that subcontract for the provi
ance. _ _ sion of services, including subcontracts withalth care provid

History: CR 00-169: cr Register November 2001 No. 551, eff. 12-1-01.  grg to incorporate within their contracts a requirement that the

. providers promptly respond womplaintsand grievances filed
Subchapter |l — Grievance Procedures with the insurer to facilitate resolution.

Ins 18.02 Definitions. In addition to the definitions ins. .. © MallntalnreCQLdshand reports relasonal:gly necessar)(/jte rr&on
632.83,Stats., in this subchapter: |ttr(]3|; cggprlgnﬁe with the contractual provisions required under
(1) “Health benefit plan” has the meaning provided in s. g g kp ' . | . ¢
632.83,Stats., andncludes Medicare supplement and replace d- Take prompt actionto compel correction of non-

mentplans as defined in ss. 600.03 (28pYl (28r), Stats., and ss.compliancewith contractual provisions requireshder this para
Ins 3.39 (3) (f) and (g). Health benefit plan includes Medica@@Ph- _ _ _

Costand Select plans but does not include Medicare + Choice 2. An insurer diering a health benefit plan thiata preferred
plans. providerplan as defined in s. 609.01 (4), Stats., shadlltof the

History: CR 00-169: cr Register November 2001 No. 551, eff. 12-1-01.  following:
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a. Include in each contract between it and its providers, pro (5) AUTHORIZATION FOR RELEASE OF INFORMATION. (&) An
vider networks and within each agreement governing the adminissureroffering a health benefit plan may require a written expres
tration of provider services, a provision that requires the contrasion of authorization for representation from a person acting as the
ing entity to promptly provide the insurer the informatiorinsured’'sauthorized representative unless any of the following
necessaryo permit the insurer to respond to complaints or grieapplies:

ancesdescribed under subd. 2. c. 1. The person is authorized by law to act on behalf of the
b. Requirecontracted entities that subcontract for the provinsured.
sion of services, to incorporate within their contradtsjuding 2. The insured is unable to give consent andptrson is a

subcontractsvith health care providers, a requirement that thghousefamily member or the treating provider

subcontractopromptly provide the insurer with theformation 3. The grievance is an expedited grievance and the person

necessaryo respond to complaints grievances described underrepresentsshat the insured has verbally givaathorization to rep
subd.2. c.

I - . _resentthe insured.

c. Include in its description of the grievance process required b) An insurer dfering a health benefit plan shall process a
undersub. (1), a clear statement that an insured may submit toa? vance without requiring written authorization unless the
insurer offering a health benefplan a complaint or grievance g et in its acknowledgement to the person under sub. (4)
relatingto covered services provided bparticipating health care clearly and prominently does all of the following: ’

rovider. L .
P d. Process and respond to a complaint or grievance descri 1. Notifies the person that, unless an exception unde(gjar
de' bd. 2 P p 9 gﬁBlies,the grievance will nobe processed until the insurer
undersubd. <. ¢. receivesa written authorization.
e. Maintainrecords and reports reasonably necessary te mon 2. Requests written authorization from the person

itor compliance with the contractual provisions required under . . . .
b P q 3. Provides the person with a form the insured may use to give

this paragraph. written authorization. An insured magutis not required to, use
f. Take prompt actionto compel correction of non- theinsurets form to give written authorization. ’

compliancewith contractual provisions requirechder this para . f .

graph. (c) Aninsurer dering a health benefit plashall accept under

. . . o ar.(a) any written expression of authorization without requiring
(d) Ifthe sure_r dring a health benefit plan is either a healt@pecificform, language or format.
maintenancerganization as defined in s. 609.01 @ats., or a . ; . . ..
limited service health ganization as defined by s. 609.01 (3), (d) Aninsurer dering a health benefit plan shall includets

Stats.,and the insurer initiates disenrollment proceedings, tRgknowledgementf receiptof a grievance filed by an authorized
insurershall additionally comply with s. Ins 9.39. representativa clear and prominent notice tinaalth care infer

mationor medical records may be disclosed only if permitted by
. . 3 : aw. The acknowledgement shall state that unless otherwise per
?o)ilg\?vilr?swer déring a health benefit plan shall include all of th itted underapplicable lawincluding the Health Insurance Por

) . ' . tability and Accountability Act of 1996, U.S. PL 104-1%k,

(@) A method whereby the insured who filed gneevancepr 51 30, 146.82 to 146.84and 610.70, Stats., and ch. Ins 25,
theinsureds authorized representative, has the right to appeatiifiormed consent is required and the acknowledgement shall
personbefore the grievance panel to present written or orakinfqpc|yde an informed consent form for that purpose. An insurer
mation. The insurer shall permit the grievant to subwiitten  offering a health benefit plan may withhold health care inferma
questionsto the person or persons responsible for making thgn, or medical records from an authorized representative, includ
determinatiorthat resulted in the denial, determinationiniia- g jnformation contained in its resolution of the grievance, but
tion of disenroliment unless the insurer permits the insured &’%y if disclosure is prohibited by lawAn insurer dering a health
insured'sauthorized-epresentative to meet with and question thgenefitplan shallprocess a grievance submitted by an authorized
decisionmaker or makers. representativeegardless of whether health care information or

(b) A written notification to the insured of the time and placenedicalrecords may be disclosedtte authorized representative
of the grievanceneeting at least 7 calendar days before the-meghderapplicable law

ing. ) ) (6) RESOLUTIONOFA GRIEVANCE. An insurer diering a health
~ (c) Reasonable accommodations to allow the insured, or thenefitplan shall resolve a grievance:
msured’sauth_onzed representativie, parumpate in the r_neetmg. (a) For a grievance that is a review of a benefit determination
(d) The grievance panel shall comply with the requirements @fatis subject to 29 CFR 2560.503-1, within the time provided
$.632.83 (3) (b), Stats., and shall not include the person who ulthder29 CFR 2560-503-1 (i).
matelymade the initial determinatiorif the panel consists of at (b) For anygrievance not subject to p&), within 30 calendar
leastthree persons, the pameéay then include no more than ongyaysof receiving the grievance. If the insurefesing ahealth
subordinateof the person whaltimately made the initial deter panefitplan is unable to resolve the grievamdthin 30 calendar
mination. The panel mayhowevey consult with the ultimate ini - g4y thetime period may be extended an additional 30 calendar
tial decision—-maker days,if the insurer provides a written notification to the insured
(e) The insured member of the panel shall not be an employgfithe insuredi authorized representative, if applicalofeall of
of the plan, to the extent possible. the following:
() Consultation with a licensed health care providéh 1. That the insurer has not resolved the grievance.
expertisein the field relating to the grievance, if appropriate. 2. When resolution of the grievance may be expected.
(g) The pane$ written decision to the insured as described in i -
s.632.83 (3) (d), Stats., shall be signed by woiing member of 3. The reason additional time is needed.
the paneland include a written description of position titles o
panelmembers involved in making the decision.

(4) RECEIPT OF GRIEVANCE ACKNOWLEDGMENT. An insurer

(3) GRIEVANCE PROCEDURE. The grievance procedure utilized

(7) CoMMISSIONERANNUAL REPORT. The commissioner shall
[)y June 1 of each year prepare a report that summarizes grievance
experiencereports received by the commissioner frorsurers
! : - ; offering health benefit plans. The report shall also summarize
offering a health benefit plan shall, within 5 business days gjc| complaints involving the insurerfefing health benefit plans

receiptof a grievance, deliver or deposit in the maivatten ,+yere received by thefife during the previous calendar year
acknowledgmento the insured or the insurediuthorized repre History: CR 00-169: cr Register November 2001 No. 551, eff. 12-1-01;

sentativeconfirming receipt of the grievance. correctionsin (2) (c) 1. and (5) (d) made under s. 13.93 (2m) (b) 7., Stats.
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Ins 18.04 Right of the commissioner to request OCI (3) “Health benefit plan” has the meaning provided in s.
complaints be handled as grievances. The commissioner 632.835(1) (c), Stats.and includes Medicare supplement and
may require an insurer fifring a healttbenefit plan to treat and replacemenplansas defined in ss. 600.03 (28p) and (28r), Stats.,
processan OCI complaint as a grievance gspropriate, if the andss. 3.39 (3ff) and (g). Health benefit plan includes Medicare
commissioneiprovides a written description of the complaint taCostand Select plans but does not include Medicare + Choice
the insurer The insurer shall processe OCI complaint as a plans.

grievancein compliance with s. 18.03. (4) “Medical or scientific evidence” means information from
History: CR 00-169: cr Register November 2001 No. 551, eff. 12-1-01. any of the fo”owing sources:

Ins 18.05 Expedited grievance procedure Sections (a) Peer-reviewed scientifgtudies published in or accepted
18.03(2) to (4) and (6) do not apply to expedited grievances. Ffor publication by medical journals that meet nationally recog

zed requirements foiscientific manuscripts and that submit

thesesituations, an insurer fefing a health benefit plan shall oot their published articles for review by experts who are not
developaseparate expedited grievance procedure. An expedlf@_art of the editorial stdf

grievanceshall be resolved as expeditiously as the inssre

healthcondition requires but not more thanfaurs after receipt () Peer-reviewed medical literature, including literature
of the grievance. relatingto therapies reviewed and approveddmyualified institu
History: CR 00-169: cr Register November 2001 No. 551, eff. 12-1-01. tional review board, b|o_me_d|cabmpen(an and Ot.her medicat lit s
eraturethat meet the criteria of the National Institutes of Heslth
: ; ; ; Library of Medicine for indexing in Index Medicugxcerpta
Ins 18.06 Reporting requirements. A insurer dering Medicus(EMBASE), Medline andEDLARS database Health

a health benefit plan shall comply with af the following ServicesTechnology Assessment Research (ABJ.

requirements: o .
(c) Medical journalsecognized by the Secretary of Health and

(1) Eachrecordof each complaint and grievance submitted t . .
theinsurer shall be kept and retained for a period of at least 3 ye%é&?irt'yssg'ces under 425C1320c et. seq. of the federal Social

Theserecords shall be maintainedthé insureis home or prinei , -

pal office and shall be available for review duriegaminations ~ (d) Any of the following standard reference compendia:

by or on request of the commissioner diaaf. 1. The American Hospitdformulary Service — Drug Infer
(2) Submit a grievanceexperience report required by sMmation.

632.83(2) (c), Stats., to the commissiort®r March 1 of each 2. The American Medical Association of Drug Evaluation.

year. The report shalprovide information on all grievances 3. The American Dental Association Accepted Defitara

receivedduring the previous calendar yedie report shall be in peutics.

aform prescribed by the commissioner and, at a minimum, shall 4. The United States Pharmacopoeia — Drug Information.

classify grievances into the following categories: (e) Findings, studies or research conductedobyinder the

(a) Planadministration including plan marketing, pokicy ayspicef, federalgovernmental agencies and nationally recog
holder service, billing, underwriting and similar administrativenjzedfederal research institutes, including:

functions.

) . . . . ) . 1. The federal Agency for Healthcare Research and Quality
(b) Benefit services including denial of a benefit, denial of

. - . 2. The National Institutes of Health.

experimentatreatment, quality ofare, refusal to refer insureds 3. The National C Institut
or to provide requested services. - 'he Natonal Lancer Institute.

Note: A copy of the grievance experieneport form OCI26-007, required under 4. The National Academy of Sciences.
gf‘)&(%ag"ﬁ‘ﬂyag%gﬁt&}?e%ggg‘_ %‘97'3'?9 of the Commissioner of Insurance @2 5. The Health Care Financing Administration.

History: CR 00-169: ct Register November 2001 No. 551, eff. 12-1-01. 6. Any national board recogni;ed by the National Institutes

of Health for the purpose of evaluating the medical valuealth
Subchapterlll — Independent Review Procedures  Caréservices.

7. Any other medical or scientific evidence that is comparable

Ins 18.10 Definitions. In addition to the definitions in s. t0 the sources listed in this paragraph.
632.835(1), Stats., in this subchapter: (5) “Unbiased” means arindependent review ganization

(1) “Adversedeterminationhas the meaning as defined in sthatcomplies with all of the following:
632.835(1) (a), Stats. This includdise denial of a request fora (@) Section 632.835 (6), Stats.
referral for out-of-network services when the insured requests (b) The independenteview oganization does not provide
healthcare services from a provider that does not participate in theentivesof any kind, including financial incentives, to providers
insurer’s provider network because the clinical expertise of ther consumers as inducements for selection asrttiependent
provider may be medically necessary for treatment of theevieworganization.
insu_red'srpedical_condition and thaxpertise is not available in () The independent reviewganization does not directly or
the insurets provider network. indirectly receive any compensation, in any form, related to a

(2) “Experimentaltreatment determination” means a detereview otherthan the compensation permitted under this sub
minationby or onbehalf of an_insurer that issues a health bene@ihapterand s. 632.835, Stats.
planto which all of the following apply: (d) The independent reviewgamnization does not promote,

(a) A proposed treatment has been reviewed. providers,consumers or insurers any of the following:

(b) Based on the information provided, the treatment under 1. A pattern of favorable results or a pattern of favorable
par. (a) isdetermined to be experimental under the terms of thesultson a particular treatment or subject.

healthbenefit plan. 2. An association with a class of providers, consumers or
(c) Based on the informatigerovided, the insurer that issuedinsurers.

the health benefit plan denied the treatment unde(geor pay 3. A bias favorable to a class of providers, consumers or insur

mentfor the treatment under pda). ers.

(d) Subject to s. 632.835 (5) (c), Stats., the cogixpected  (e) The independent reviewganization does not have a-pat
costof the denied treatment or payment exceeds, or will excegdn of decisions that are unsupported by substantial evidence.
during the course of the treatment, $250. History: CR 00-169: cr Register November 2001 No. 551, eff. 12-1-01.
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Ins 18.11 Independent review . (1) INDEPENDENT b. The independent reviewganization determines thah
REVIEW PROCEDURES. Each insurer @éring a health beneffilan  expeditedreview isappropriate upon receiving a request from an
shallestablish procedures to ensure compliance wittsdgson insuredor the insured authorized representative thasisulta
ands. 632.835, Stats. neouslysent to the insurer f&fring a health benefit plan.

(2) NOTIFICATION OF RIGHT TO INDEPENDENTREVIEW. In addi (3) INDEPENDENT REVIEW TIMEFRAMES. In addition to the
tion to the requirements of s. 632.835 (2) (b), Stats., and s. 18.@uirementsetforth in s. 632.835 (3), Stats., the following {ro
eachtime an insurer ééring a health benefiplan makes an ceduresshall be followed:
adversedetermination or an experimental treatment determina (a) The insurer déring a health benefit plan, upon receipt of
.tiOI’] the insurer shall provide all of the following in the notice tg request for independent revieshall provide written notice of
insureds: the request to the commissioner and to the independent review

(a) A notice toan insured of the right to request an independeptganizationselected by the insured or the insusealithorized
review. The notice shall comply with s. 632.835 (2) (b), Stats., anepresentativevithin 2 business days of receipt.
be accompaniedy the informational brochure developed by the (b) The insurer déring a health benefit plan shall provide the
office, or in a form substantially similadescribing the indepen informationrequired in s. 632.835 (), Stats., to the indepen
dentreview process. The notice shall be sent whenrth@rer dentreview oganization without requiring aritten release from
offering a health benefit plan makes an adverse determinatiornthe insured in accordance with s. 610.70 (5) (f), Stats.

experimentaltreatment determination. In addition, the notice (¢) |nformation submitted to the independent reviegaoiza-
shall contain all of the f.ollowmg information: tion at the request of the independent revieganization by

1. In accordance with s. 632.889), Stats., for adverse deter eitherthe insurer or the insured, or the insusealithorizedepre
minationsor experimental treatment determinations occurring a&entative, shall also romptly provided to the other party to the
or after December 1, 2000, but prior to the date stated in the notiegiew.

publishedby thecommissioner in the Wconsin Administrative (d) Subdivisions (ajo (c) do not apply to situations where the
Registerunder s. 632.835 (8), Stats., the notice to an insured shglependenteview oganization determines that the normal dura
statethatthe insured, or the insuredauthorized representative.tion of theindependent review process would jeopardize the life
mustrequest the independent review within 4 months from thg health of the insured or the insuredbility to regain maximum
datestated In the notice publlshed by the commissioner In tbe qunction_ For these situations’ the independent revi@amjza_
consinAdministrative Register under s. 632.835 (8), Stats.  tjon shall develop a separatepedited review procedure for expe
2. For adverse determinations or experimental treatmatited situations which complies with s. 632.835 (3) (g), StAts.
determinationsoccurring subsequent to the date statedh&n expeditedreview shall be conducted in accordance with s.
noticepublished by the commissioner in thés@dnsin Adminis  632.835(3) (g) 1. to 4., Stats., and shall be resolved as expedi
trative Register under s. 632.835 (8), Stats., fiotéice to an tiously as the insured’health condition requires.
insuredshall, in accordance with s. 632.835 (2) (c), Stats., statelistory: CR 00-169: cr Register November 2001 No. 551, eff. 12-1-01.
thatthe insured, or the insuradauthorized representative, must
requesindependenteview within 4 months from the date of the Ins 18.12 Independent review organization proce -
adversedetermination or experimental treatmelgtermination dures. (1) Independent review ganizations shall have, and
by the insurer or from the date of receipt of notice of the grievandemonstratecompliance with, written policies and procedures
paneldecision, whichever is later governingall aspects of both the standard review and expedited
3. Thenotice shall state that the insured, or the insared’€Vview processes as described in s. 632.835, Stats., including all

authorizedrepresentative, shall select the independent reviédthe following:

organizationfrom the list of certified independent revievgani- (@) A regulatory compliance program that does all of the fol
zations,accompanying the notice, as compiled by the commilowing:
sionerand available from the insurer 1. Tracks applicable independent review laws and regula

Note: The commissioner maintains a current listing, revised at least quaferly tions.
certified independent review ganizations angbosts the current list on thefiok o . . .
website: http://badgestate.wi.us/agencies/oci/oci_home.htm. 2. Ensures the ganizations compliance withapplicable

4. The notice shall state that the insusedr theinsureds 1aws.
authorizedrepresentative, request for an independent review 3. Maintains a current lisdf potential conflicts of interest
mustbe made in writing, contain the name of the selected indepepdatedon no less than a quarterly basis in addition to conducting
dentreview oganizationand be accompanied with the $25 fe@ conflict review at the time of each case referral to tharra-
payableto the independent reviewgamization. The notice shall tion.
alsostate that the insurexi'or the insured’authorized representa  (b) A procedure to determine, upon receipthaf referral for
tive, written request be submitted to the insurer and must contaéview, all of the following:
the address and name of the person or position to whom the 1 \yhether a conflict of interest exists. Iéanflict exists, the
requests to be sent. The notice shall state that if the insured;Qfependenteview oganization shall provide written notifica
insureds authorized representative prevails in the revather {jon, g the insurerthe commissioner arttle insured within 3 busi
in whole or in part, the $25 fee paid to the independeview negqiays stating that a conflict exists and that Edift indepen
organizatiorwill be refunded to the insured by the insurer  gentreview oganization will need to be selected by the insured.
5. The notice shall include a statement that references s. 2 The type of case for which review is sought. The indepen
632.835(3) (f), Stats.jnforming the insured that once the inde jentreview oganization shaltletermine if the case relates to an
pendentreview oganization makes eetermination, the deter a4yersedetermination, experimental treatment determination
minationis binding upon the insurer and insured. an administrative issue. If the independent revieyaoization
6. The notice shall include a statement that referencesdstermineghat the review is not related to an adverse determina
632.835(2) (d), Stats., informing the insureol; the insured tion or experimental treatment determination, the independent
authorizedrepresentative, that they need not exhaust the interpeview organization shall provide written notificatidéo the com
grievanceprocedure if either of the followingpnditions are met: missionerthe insured and the insurer of its determination within
a. Both the insurer ¢éring ahealth benefit plan and the 2 business days.
insured,or the insured authorized representatiagree that the 3. The specific question or issue that is to be resolved by the
appealshould proceed directly to independent review independenteview process.
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4. Whether the cost of treatment or course of treatment is at(2) QUALITY ASSURANCE PROCEDURES. Independent review
least$250. In determining the cost of treatment or cost of tleganizationsshall establish, maintain and demonstrate -com
courseof treatment, the independent revievganization shall pliancewith written quality assurance procedures that promote
calculatethe amount as the actual cost ¢ealthe insured if the objectiveand systematic monitoring and evaluation of the-inde
treatmenis denied, without deduction for cost sharing or contrapendentreviewprocess and that includes, at a minimum, al pro

tual agreements with providers. ceduredgo ensure the following:
5. Whether the case merits standard review or expedited(a) That the independent reviews aenducted within the
review. specifiedtime frames and that required notices are provided in a
(c) Criteria for the number and qualification of revieweFae timely manner
criteriamust meet the requirements of sub. (4). (b) That theselection of qualified and impatrtial clinical peer

(d) Procedures to ensure that, upon selection of the reyiewéviewersto conduct independent reviews on behalf of the-inde
a file which includes all information necessary to consider tHgendentreview oganization is achieved, including that the
caseis provided to the reviewerln cases where more than ondnatchingof reviewers to specific cases is suitable.
revieweris assigned to the case by the independent reviga+or  (c) The independent reviewganization shall conduetppro
nization, the independent review ganization shall providan priate training, monitor performancen an ongoing basis and
opportunityfor the reviewers to discuss the case with one anotteraluate no less than annuajlgach of the reviewers amén-
andshall accept the majority decision of the reviewers. clinical staf.

(e) Procedures for consideration of pertinent informatayn (d) That the confidentiality of personal medical information is
cases referred to independeewiew organizations regarding an maintainedin accordance with state and federal.lafccess to

adverseadetermination, including all of the following: personaimedical information shall be limited to only the informa
1. The insured medical records. tion necessary for reviewf the services under independent
2. The attending provider recommendation. review, used solely for the purpose widependent review and

- .. sharedonly with the selected reviewers, the insurer and the
plansl The terms of coverage under the insiséwalth benefit insuredor the insured authorized representative.

. . . .. (e) That any person employed, oy under contract with, the
4. Information accumulated regarding the case prior to i ( . e .
referralto independent revievincluding the rationale foprior ﬁ%dependentewew oganization adheres to the requiremenfts

review determinations. th|sfse$tr|]o?. t rt d te to track and it
5. Information submitted to thaedependent review ganiza- () That management reports are adequate to track and monitor

tion by the referring entityinsured or attending provider ma(t;?rifjssgggilg p(zr)&'lgﬁz)e ti(r)wcgi)p;endent reviewganization
6. Clinical review criteria developed and used by the Insures, 5,/ iahlish a toll-free telephone service to receive information
7. Medical or scientific evidence, as appropriate. on a 24-hour 7-days per week, basis. The telephone service
(f) Procedures for consideration of pertinent information fejelectedshall be capable of accepting, recording or providing
cases referred to the independent reviegawization regarding appropriaténstruction toincoming telephone callers during other
experimentatreatment determinations including eiformation thannormal business hours.
requiredin par (€) and existing medical or scientividence () The independent reviewganizationshall establish poli
regardingthe proposed treatment with respect fie@iveness ciesand procedures to ensure that services are provided during
andefficacy. timesother than normal business hoto®nsure that the indepen
(g) Policies and procedures to request and accept any adintreview oganization meets its obligation under sub. (1) (i).
tional information that mayassist in rendering a determination. 4y ReviewerQuALIFICATIONS. In addition to theequirements
Information receivedby the independent review gamization ¢ g ‘632.835 (6m), Stats., tiredependent review ganization
from the insured or attending provider shall be provided to the,a)irequire all clinical peer reviewers assigntedtonduct inde
insureroffering a health benefit plan in order to provide the insurgendent reviews tbe physicians or other appropriate health care
with the opportunity to reverse its decision. providers whose qualifications are verifiedesistevery 2 years.
_(h) Procedures to ensure that witBibusiness days of render = (5) conrLicT oF INTEREST. In addition to the requirements in
ing a determination, the independent reviegaoization shall, in s.632.835 (6), Stats., all clinical peer reviewers shall, at dgest

additionto the requirements of s. 632.835 (3) (f), Stats., sendigy provide to the independent reviewganization a list of
the insurer ofering a health benefit plan, the insured, or th?)otentialconflicts of interest.

insured’sauthorizedrepresentative a written notice of the dete (6) DIReCTOR. (a) Except as providad pat (), an indepen

minationthat includes all of the following: d . A . .
- . . entreview oganization shall employ or contract with a medical
1. The question or issue that was referred for review  girector with professional post-residency experiencedirect
2. A description of the qualifications of the reviewer opatientcarewho holds a current license to practice medicine and
reviewers. who has a clinical specialty appropriate to the type of reviews con
3. A clinical rationale or explanation for the independerductedby the independent reviewgamization.
review oganization$ determination, including supporting €vi  (b) An independent review ganization thalimits its reviews
denceand a clear statement of the decision. to matters relatetb a particular type of health care may employ
4. The decisiorshall be signed by the case reviewerior or contract witha clinical directar The clinical director shall be
casesvhere more than one reviewer is assigned to review the cadsinedand hold a current license in a medicahealth care spe
the signature of at least one of the reviewers. cialty appropriate to the full scope of theyanization$ review
(i) Procedures to ensure expedited reviews are completed ir{c) The independent review ganization shall require the
accordancavith s. 632.835 (3) (g), Stats., and take into accountedical director or clinical director to oversee the medical or
theinsureds health condition. Upon completion of the revithwe health care aspects afuality assurance and credentialing-pro
independenteview oganization shall provide its decisiaithin  grams.
onehour, or as expeditiously as practicable, toitieured, or the (7) DELEGATED FUNCTIONS. The independent review ga-
insured'sauthorized representative, and the insurer nizationmay delegate or subcontract review functions. Neverthe
(j) Procedures to ensure that the decision of the independess,the independent review ganization is responsible fone
review organization is consistent with s. 632.835 (3m), Stats. delegatedr subcontracted functions, including any violation of
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law, policy or procedure. In addition, an independent reviga-or  (c) The total number of requedis expedited independent
nizationthat delegates or subcontracts independent review fumeviewthat the independent reviewganizationdeclined to han
tionsshall provide documentation and verification of all of the foldle in an expedited timeframe, including whether the request was

lowing: aqualified request or within the scope of the health benefit plan
(a) Written contracts with the subcontractor that delineatd@®licy.
with specificity all duties and responsibilities. (d) The number of independent reviews that were doa@ in

(b) A review by the independent reviewganization, on at €xpedited manner and the results of those reviews.
leastan annual basis, of the subcontract@olicies, procedures, (e) The number of requests for independent reviesolved
and quality assurance program, if relevant to the subcontractadd,of those resolved, the number resolved upholding the adverse
functions. determinationor experimental treatment determination by the
(c) A review by the independent reviewganization, on at insurerand the number resolved reversing the advégsarmina

leastan annual basis, of the subcontrastqserformance and tion or experimental treatment determination by the insurer

compliancemonitored by the independent revievgamization, (f) The average length of time for resolution.
with stated policies, procedures, quality assurance programs andg) A detailed summary of casegluding a synopsis of facts,
applicablelaws. rationalefor decision and key evidence relied upon to reach the

(d) A review by the independent reviewganization, on at reviewer’'sdecision. The summary shall also include the types of
leastan annual basis, of thefeftiveness of communication andcasesor coverage for which an independent review was sought.
coordinationof processes between the independent reviga~or  (h) The cost of reviews both in the aggregate and on a case by
nizationand the subcontractor casebasis.

(8) Unaiasep. An independent review ganization shall be (i) The number of independent reviews that were terminated
unbiased.An independent review ganization shall establish andas the result of reconsideration by the insuréfering a health
maintainprocedures to ensure that it is unbiased. benefit planof its adverse determination or experimental treat

History: CR 00-169: cr Register November 2001 No. 551, eff. 12-1-01. ment determination after the receipt of additioriadormation

. . . from the insured, the insuredauthorized representative, or other
Ins 18.14  Approval of independent review organiza - appropriatesources.

tions. (1) In addition tomeeting the requirements established s. () Any other information the commissioner requests.

632.835(4) (a), Stats., any independent reviegamizationseek i,y CR 00-169: cr Register November 2001 No. 551, eff. 12—1-01.
ing approval to conducindependent reviews shall submit an

applicationfor approval on a form prescribed by the commis Ins 18.18 Independent review organization fees.
sionerand include with théorm all documentation and informa (1) A certified independent reviewganization shall submit its
tion necessary for the commissionerdetermine if the indepen fee schedule in accordance with s. 632.886(ap), Stats., to the
dentreview oganization is unbiased and satisfies s. Ins 18.12commissionefor review and approval.

(2) Theindependent review ganization shall submit infer (2) Feeschedules shall be based on prevailiages in the
mationalmaterials to the commissioner as part of the applicatiandustry demonstrated bysupporting credible documentation
Materialswill be maintained in the &€e for public review including actual costs for conducting the reviews. Fee schedules

(3) The independent review ganization shall submit the shallbe on a per case basis according to categories established by
applicationfee in accordance with s. 601.31 (1) (Lpats., at the the commissioner Thefee schedule shall include a category for
time of the application to an identified lock box address. thefee payable for eeview that is terminated because the insurer

History: CR 00-169: cr Register November 2001 No. 551, eff. 12-1-01.  voluntarily reverses its decision becaust information first
_ o receivedby the insurer after the review is requested.
_ Ins 18.16 Independent review organization report - (3) An insurer ofering a health benefit plan shall pay the fee
ing requirements. (1) An independent review ganization sypmittedby the independent reviewgamnization within 30 days
shall maintain records on all independent review activity duringf receipt of a written invoice or billing record from tinelepen
eachcalendar year and subnaitreport to the commission@n a  dentreview oganization.
form prescribed by the commissionby March 1 ofach year for (4) Theindependent review ganization may only chge the

the prior calendayears experience. Records shall be maintainedagin accordance with the fee schedtiat is approved by the
sothat, at a minimum, they satisfy the reporting requirements {8, missioner.

the commissioner and shall be retained for at least 3 years. (5) An independent reviewrganization is required to clg
(2) Theannual report shall include all of the following irfor yeinsured a $25 filing fee in accordance witl632.835 (3) (a),
mationon an aggregate basis, by insurer and by insurer anél insgjfys ' that shall be refunded by the insurer if the inqumedhils

anceproduct name: _ _ in the review The$25filing fee shall be considered a part of the
(@) The total number of requests for independent reviewverall cost for a qualified reviewThe independent reviewgar-
received. nizationmay not bill the insured for the cost of the review

(b) The total number of requests for independent review (6) If an independent reviewganization determines the mat

declinedand the reason for the declination, including whether thér is not within its authority to revievit may chage no more than
requestwas a qualified request or within the scope ofttealth  thefiling fee for that determination.

benefitplan policy History: CR 00-169: cr Register November 2001 No. 551, eff. 12-1-01.
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